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| HYPERLIPIDEMIA |
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(1. H&P: Rule out secondary causes due to diabetes mellitus, hypothyroidism, chronic renal failure, obstructive liver disease, drugs
(progestins, anabolic steroids, corticosteroids, antihypertensives)

2. Baseline laboratories: urinalysis, thyroid function tests, glucose, liver function tests, lipid profile

3. Evaluate patient for CHD risk factors and metabolic syndrome. See box A below.

4. Males < 35 years of age and females < 45 years of age should not be considered for drug therapy unless the patient has
very high LDL (= 190 mg/dl) or multiple CHD risk factors. Instead dietary therapy should be emphasized.

5. Patients > 65 years of age should be considered for drug therapy if they are otherwise in good health and can expect a reasonably
long life in the absence of CHD. Patients with chronic congestive heart failure, dementia, advanced cerebral vascular disease or

\_ active malignancy are not candidates for drug therapy
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( Initiate Lifestyle Modifications (weight reduction in overweight patients, dietary therapy & increased physical activity) 3\
& Patient Education for 12 weeks. See Item 4 to initiate drug and diet control simultaneously.

Obtain consult from dietician

Initiate dietary therapy in patients without CHD with <2 CHD risk factors when LDL is > 160 mg/dl. Goal of therapy is
LDL < 160 mg/dl.

Initiate dietary therapy in patients without CHD with > 2 CHD risk factors when LDL is > 130 mg/dl. Goal of therapy is
LDL < 130 mg/dl.

Initiate dietary therapy in Severe Hyperlipidemia patients (LDL > 190 mg/dl) or High Risk patients

(CHD or CHD equivalence) when LDL is > 100 mg/dI. Drug therapy should be considered now in high risk patients if
LDL > 130 mg/dL.

Monitor lipid profile and assess diet adherence at 12 weeks. /]
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( Evaluate patient for drug therapy. If compliance
with diet is > 70%, consider initiating drug therapy.
1. Initiate drug therapy in patients without CHD
with < 2 CHD risk factors when LDL is >
190 mg/dl. Goal LDL is < 160 mg/dI.
2. Initiate drug therapy in patients without CHD
with > 2 CHD risk factors and
+ 10 year risk < 10% when LDL is > 160 mg/dl.
* 10 year risk 10-20% when LDL is > 130 mg/dl
Goal LDL for both is < 130 mg/dI.
3. Initiate drug therapy in patients with CHD, CHD
equivalence, or 10 year risk > 20% when
\__LDLis > 130 mg/dl. Goal LDL is < 100 mg/dl.

Continue Lifestyle Modifications
1. RTC quarterly first year then
every 6 months thereafter
2. Monitor lipid profile (TC, LDL,
HDL, TG) and reinforce diet &
exercise at these visits.

Controlled with
adequate trial of
dietary therapy?

Box A

Evaluate Patient's Risk for CHD
1. Patient is considered High Risk if has
+ established CHD
« CHD risk equivalent - peripheral arterial disease, abdominal
aortic aneurysm, symptomatic carotid artery disease,
diabetes, or multiple risk factors that confer a 10-year risk for
CHD >20% (see #3 below to assess 10 year risk)
2. Count Number of Major Risk Factors
Positive Risk Factors
ly history premature CHD (CHD in first degree male
relative < 55 or female relative < 65)
Age > 45 Males, 55 Females
HTN > 140/90 mm Hg or antihypertensive medication
Current smoker
HDL < 40 mg/dl
Negative (subtract 1 risk factor)
HDL > 60 mg/di
3. Complete 10 year risk assessment for patients without
CHD with > 2 risk factors (see box B&C, page 3)
4. Evaluate patient for metabolic syndrome (page 8)

Active liver disease, abnormal elevations in
liver function tests, patient experiencing an acute’
or serious condition predisposing to development
of renal failure secondary to rhabdomyolysis
(sepsis, hypotension, major surgery, trauma,
severe metabolic, endocrine, or electrolyte
disorders, or uncontrolled epilepsy?)

Go to Box #9
(page 2)

Consider referral or consult.
Statins, niacin, & gemfibrozil
contraindicated.

Continue lifestyle modifications.
Drug Therapy Indicated.
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Initiate Drug Therapy
1. Lovastatin 20 mg po q pm (best if taken with last meal of day; may reduce efficacy up to 50% if not dosed g pm)
2. Prior Authorization required for Atorvastatin 10mg po qd. One of the following criteria must be

met and noted in the special instructions field.

A. > 25% reduction in LDL required to meet goal

B. Severe hyperlipidemia LDL > 190 mg/dL

C. Goal not reached with lovastatin 40mg/day after 12 weeks of therapy & compliance > 80%

13 1. Assess compliance and verify dosing is at PM not AM or QD for lovastatin
2. Intensify LDL-lowering therapy by increasing dose of statin if compliance is > 85%
3. Monitor LDL at 12 weeks to assess efficacy
4. Follow-up LFT at 6 weeks & 12 weeks
5. RTC in 3 months
*Consider repeating steps 1-5 until goal LDL met or maximum dose reached. If patient
prescribed lovastatin initially and goal LDL not reached, consider trial of atorvastatin.
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consideration of combination therapy reinforce every 6 months

Lipid-Lowering Agents

Drug Class Starting Do Effect on Lipids ADR Contraindications 30-Day Cost
1. Statins LDL § 18-55% myopathy absolute: liver disease
Lovastatin 20mg QD HDL ¢ 5-15% M LFT relative: certain drugst $11.70
Atorvastatin 10mg QD TG ¥ 7-30% $39.00

2.BSA LDL ¥ 15-30% Gl upset absolute: TG > 400mg/dl & $44.40
Cholestyramine  4gm QID HDL * 3-5% Constipation dysbetalipoproteinemia
TG * orno change ¥ absorption drugs relative: TG > 200mg/dl

3. Nicotinic Acid LDL ¥ 5-25% flushing absolute: chronic liver disease,
Niacin 500mg TID HDL # 15-35% hyperglycemia severe gout
Niacin TR 500mg BID TG ¥ 20-50% hyperuricemia relative: PUD, diabetes,
Gl upset hyperuricemia
hepatotoxicity

4. Fibric Acid LDL ¥ 5-20% dyspepsia absolute: severe renal or
Gemfibrozil 600mg BID HDL* 10-20% gallstones liver disease
TG ¥ 20-50% myopathy
unexplained non-CHD
deaths
1 cyclosporine, macrolide antibiotics, azole antifungals, protease inhibitors, cytochrome P450 inhibitors (use fibrates with caution)
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